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To the Editors:
We are grateful to Dr. Berkowitz for bringing his work
to our attention. When we performed our first literature
review at the outset of our project, his article had not yet
been published. We did not perform a second literature
review at the completion of our manuscript. We did not
discover Dr. Berkowitz's article in the American Journal
ofSU'llJery until our manuscript was in press.
We are pleased that the results of these two series are
so congruent concerning the effect of vein graft age on
patency rates after thrombolysis. We are sure that Dr.
Berkowitz would agree that similar observations made by
independent investigators only strengthens the validity of
the observations. In our analysis, we were also able to
identify diabetes as an independent predictor of early fail-
ure after vein graft thrombolysis. We believe that these
observations may facilitate decision making regarding
thrombosed infrainguinal vein grafts.
Daniel B. Walsh, MD
Jack L. Cronenwett, MD
Dartmouth-Hitchcock Medical Center
One Medical Center Dr.
Lebanon, NH 03756-0001
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Regarding "Revascularization of cerebral ischemia
after previous bilateral extracranial-intracranial
bypass procedures"
To the Editors:
The recent article by Sottiurai and colleagues (J Vasc
Surg 1997;26:160-3) highlights many of the difficulties
that clinicians encounter in dealing with patients who have
symptoms that are not of a carotid territory origin and
that fall into the grey area between the so-called "non-
hemispheric" symptoms and vertebrobasilar symptoms.
In the case report highlighted by Sottiurai et al., we
are told that the patient had bilateral external carotid
artery stenoses and a left vertebral artery stenosis to
account for recurrent episodes of confusion, incoherence,
disorientation, ataxia, and syncope. We are informed that
the patient had bilateral external carotid artery stenoses on
duplex scanning (although no criteria are given in the
report) and are referred to a carotid angiogram that, in all
reality, does not appear to show a critical stenosis on either
side at all. In our experience, patients who have bilateral
carotid stenoses often have a very hyperemic Doppler sig-
nal through the origins of the external carotid arteries, and
it would be helpful to know how the authors discriminat-
ed this from an external carotid artery stenosis, which does
not appear to be apparent on their angiogram.
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There is certainly no doubting the presence ofa steno-
sis at the origin of the left vertebral artery, and given that
the patient predominantly had vertebrobasilar symptoms,
did the authors consider performing angioplasty on this
lesion as an alternative to the more complicated vertebral
artery transposition? Presumably, if the symptoms had
resolved there was then no indication to proceed to bilat-
eral external carotid artery reconstructions.
A. Ross Naylor, MD, FRCS
Leicester Royal Infirmary
Robert Kilpatrick Bldg.
P.O. Box 65
Leicester LE2 7LX
United Kingdom
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Reply
To the Editors:
I appreciate the opportunity to respond to Dr. A. Ross
Naylor's inquiry regarding our article.
The patient who underwent a successful extracranial-
intracranial bypass procedure 10 years ago had bilateral
external carotid artery stenoses (>80%; peak systolic veloc-
ity, 165 cm/sec; peak end diastolic velocity >40 cm/sec)
and solitary left vertebral critical stenosis at its origin
(decreased transcranial Doppler cerebral flow of 18 to 29
mVsec; vertebral flow, 17 mVsec). Multiple daily episodes
of ataxia, syncope, incoherence, and memory impairment
severely incapacitated this patient.
After carotid endarterectomy, vein patching of the
external carotid artery, removal of necrotic ulcerative
plaque with thrombus in the internal carotid stump and
ulcerative plaques in the common carotid artery, and ver-
tebral-to-carotid transposition, the cerebral vertebrobasi-
lar symptoms resolved completely. The transcranial cere-
bral flow improved to 28 to 30 mVsec and the vertebral
flow to 29 mVsec.
Balloon angioplasty is an emerging treatment method
that has yet to establish its credentials in durability,
longevity, and ratio of success compared with complica-
tions.
Angioplasty of the vertebral artery was never an option
in our process of formulating a therapeutic method for
this patient. Because of the complexity surrounding this
case, coupled with the patient's tenuous blood supply to
the cerebrum, cerebellum, and brain stem, we elected to
use techniques with established credentials that have with-
stood the test of time to manage this patient. The positive
results and resolution ofsymptoms after surgical treatment
of this patient attest to our prudent management of this
patient.
